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Employees hired into an insurance-eligible position

Retirement status
Earned service credit with an 
employer participating in the 

State Health Plan
Responsibility for paying for premiums

Left employment after 
reaching service or 
disability retirement 
eligibility
Learn more about retirement 

eligibility at www.peba.
sc.gov.

At least five years
Your portion of the premium, up to the full 
amount of the employee and employer share, 
is at your employer’s discretion.

Left employment before 
reaching retirement 
eligibility

Less than 20 years
You are not eligible for retiree insurance 
coverage.

20 or more years
Your portion of the premium, up to the full 
amount of the employee and employer share, 
is at your employer’s discretion.



Retiree Packet  

Your prescription drug coverage when you enroll in the 

State Health Plan as a retiree 

1. It is important to send your Retiree Notice of Election form to PEBA at least 31 days before your 

retirement date. Once the Retiree Notice of Election form is processed by PEBA, it may take up 

to 10 business days to activate your prescription benefits as a retiree. 

 

2. PEBA automatically enrolls Medicare‐eligible retirees and their Medicare‐eligible dependents in 

Express Scripts Medicare. This drug program is a Medicare Part D prescription drug program. 

PEBA does not charge an additional premium for prescription drug coverage. 

 

3. New prescription ID cards will be sent to each Express Scripts Medicare participant. If you (or 

your dependent) are not eligible for Medicare, you will not receive a new prescription ID card. 

 

4. If you (or your dependent) are eligible for Medicare, you will receive a letter from Express 

Scripts, the State Health Plan’s pharmacy benefits manager, when your prescription drug 

coverage is activated. If you do not want to remain enrolled in Express Scripts Medicare, you 

may opt out by calling Express Scripts by the deadline in the letter. Typically, a member has 21 

days to opt out. If a member opts out, he will automatically be enrolled in the non‐Medicare 

prescription drug program offered by PEBA. 

 

5. If you enroll in prescription drug coverage with another Medicare Part D plan (not the State 

Health Plan), you will lose all prescription drug benefits with the State Health Plan. Your 

monthly health premiums will remain the same. 

 

6. For most members, Express Scripts Medicare is more advantageous than the non‐Medicare 

drug program offered to active employees. 

  



Retiree Packet  

Advantages of Express Scripts Medicare 

Express Scripts Medicare offers additional benefits to members. Some of the additional benefits are: 

• Lower drug costs: The formulary, the list of drugs covered, and the tier ratings for the non‐

Medicare plan are determined by PEBA; while the formulary and tier ratings for the Medicare 

Part D plan are determined by the Centers for Medicare and Medicaid Services (CMS). In some 

cases, CMS tier ratings for some drugs may be lower. 

• Prorated copayments: Copayments for the non‐Medicare plan are based on a 30‐day supply of 

the drug. Copayments for Express Scripts Medicare are prorated based on the number of days 

the prescription will cover. For example, if a member is prescribed a Tier 2 medication and the 

doctor writes the prescription for 10 tablets to be taken for 10 days, the copayment is reduced 

to reflect a 10‐day supply ($14) instead of a 30‐day supply ($42). 

• Larger formulary: Members enrolled in the Medicare Part D plan have access to all drugs 

available on the non‐Medicare plan plus any additional drugs covered by CMS. Members are not 

losing access to any drugs by enrolling in the Medicare Part D plan. 

• Dispense as Written protection: If a generic equivalent is available, but the member’s physician 

wants the member to take the brand name, the member enrolled in Express Scripts Medicare is 

not required to pay‐the‐difference in most cases as he would if he were enrolled in the non‐

Medicare prescription drug plan. The member will pay the brand copay. For example, Diovan 

HCT has a generic equivalent. As of May 26, 2017, the brand‐name Vytorin is a Tier 3 ($70) drug 

on Express Scripts Medicare formulary. A member who is not enrolled in Express Scripts 

Medicare would pay the difference, and the drug would cost the member more.  

• Low‐income subsidies: Some people with limited resources and income may be able to get extra 

help to pay for the costs—monthly premiums, annual deductibles and prescription 

copayments—related to a Medicare prescription drug plan. The member’s resources must be 

limited to $14,390 for an individual or $28,720 for a married couple living together. If you would 

like to find out if you are eligible for extra help, contact the Social Security Administration. 

Reasons a member might consider opting out of the Medicare Part D plan 

• Manufacturer discount cards/programs: Under CMS regulations, manufacturer coupons cannot 

be used with a Medicare Part D prescription drug plan. If you use coupons or discount cards to 

obtain prescriptions, you should determine if the additional benefits of Express Scripts Medicare 

offset the savings of any coupons or discount cards. 

• TRICARE members: Prescription benefits offered through TRICARE and TRICARE for Life do not 

coordinate with Medicare Part D plans. Express Scripts Medicare is a Part D plan. If you would 

like to use both prescription drug plans, you must opt out of Express Scripts Medicare. You will 

then be enrolled in PEBA’s non‐Medicare prescription drug program. 

• IRMAA (Income Related Monthly Adjustment Amounts): High‐income earners enrolled in a 

Medicare Part D plan may pay a monthly fee to the Social Security Administration. Check with 

Social Security for information about income thresholds and monthly adjustments 

(www.socialsecurity.gov/online/ssa-44.pdf). If you will pay an IRMAA fee, you should determine 

if the additional benefits of the Medicare Part D plan outweigh the monthly adjustment. 

http://www.socialsecurity.gov/online/ssa-44.pdf


Employment Verification Record 

SCPEBA 042020 

Employment Verification Record 

If you are within six months of your anticipated retirement date, please complete this form as thoroughly as possible. The 

information will be used to assist us in determining your insurance eligibility at retirement. Please sign and date this form before 

returning it to PEBA. 

1. BIN or last four digits of SSN 2. Last name 3. First name

4. Current address (Street, City, State, ZIP) Use this address for: 
 Both insurance and retirement 
 Insurance only     Retirement only 

5. Date of birth 6. Telephone number 7. Email address

8. Actual or anticipated date of retirement 9. Have you applied, or do you intend to apply, for disability
retirement?  Yes      No

10. System enrolled (check all that apply)
  SCRS      PORS      JSRS    GARS    State ORP   None    Other retirement plan 

11. Name of current employer Dates of employment 
(example March 2001 to January 2009) 

Status 
 Permanent 
 Temporary 

Hours per week 

Benefits administrator signature: ________________________________________________ Date: ____________________________  

Required for State ORP participants and employees on non-PEBA retirement benefit employers 

12. List previous employment with employers participating in one of the retirement systems administered by PEBA and/or with an
optional employer participating in PEBA’s insurance benefits.

Name of employer Dates of employment 
(example March 2001 to January 2009)

Status Hours per week 

 Permanent 
 Temporary 

 Permanent 
 Temporary 

 Permanent 
 Temporary 

 Permanent 
 Temporary 

 Permanent 
 Temporary 

13. Have you purchased, or do you intend to purchase, service credit? Yes (list time) 
No 

Please explain any breaks in the last five years. 

Employee signature: ___________________________________________________________ Date: _________________________ 
Required if updating your address 



 

Certification Regarding Tobacco or E-cigarette Use 

SCPEBA 042020 

Certification Regarding Tobacco or E-cigarette Use 

Check the appropriate box, sign and return to S.C. PEBA, 202 Arbor Lake Drive, Columbia, SC 29223. 

Subscriber name:____________________________________  Subscriber BIN/SSN: ______________________  

Non-tobacco or e-cigarette user  

❑ I certify that I am eligible for the non-tobacco-use premium by checking this box and returning this form to 

PEBA. By checking this box, I certify truth and understanding of the following: 

• I certify that all persons covered on my health insurance coverage through PEBA (including myself and any 

dependents) are not currently using, and have not used, any tobacco products or electronic cigarettes in 

any form (cigarettes, cigars, pipe, oral tobacco products, etc.) within the last six months. 

• I certify that if this information changes at any time in the future, while I have health insurance coverage 

through PEBA, I will notify PEBA of such change within 31 days through completion and resubmission of 

this form. 

• I certify that this information is true and correct to the best of my knowledge. 

• I understand that if it is determined that I (or any of my covered dependents) have used tobacco products 

or electronic cigarettes within the last six months or if I (or any of my covered dependents) start using 

tobacco products or electronic cigarettes subsequent to the date of this certification without notifying 

PEBA, I will be subject to penalties including, but not limited to, payment of premium difference since last 

certification plus a 10 percent penalty and elimination of the user’s out-of-pocket maximum for current 

year and subsequent year. 

• I understand that this change in premiums will be prospective (apply only to premiums I pay in the 

future). I will not be refunded any part of the tobacco-use premium I have already paid. 

❑ I certify that I am eligible for the non-tobacco-use premium by checking this box and returning this form to PEBA. 
By checking this box, I certify truth and understanding of the following: 

• I certify that all covered individuals who use tobacco or electronic cigarettes have completed the Quit for 

Life® smoking cessation program. 

• I certify that this information is true and correct to the best of my knowledge. 

• I understand that this change in premiums will be prospective (apply only to premiums I pay in the 

future). I will not be refunded any part of the tobacco-use premium I have already paid. 

Tobacco or e-cigarette user 

❑ I acknowledge that I will pay the tobacco-use premium by checking this box. I declare that one or more 

persons covered on my health insurance coverage through PEBA uses tobacco products or electronic 

cigarettes in some form or that I choose not to disclose my status as it relates to tobacco or e-cigarette use. I 

understand that by not making an election I am choosing to pay the tobacco-use premium. Please do not send 

me this certification again unless upon request. 

Subscriber signature: ________________________________________  Date: ___________________________  

Benefits administrator signature: _______________________________  Date: ___________________________  

 

The language used in this document does not create an employment contract between the employee and the agency. This document does not create any 

contractual rights or entitlements. The agency reserves the right to revise the content of this document in whole or in part. No promises or assurances, whether 

written or oral, which are contrary to or inconsistent with the terms of this paragraph create any contract of employment. 
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